INTRODUCTION
Smoking is one of the most prevalent causes of preventable disease worldwide. Besides its healthrelated harmful effects, it has also negative social and economic effects (1) . Studies have shown that smoking-related health disorders are particularly common after long-term cigarette use (2) . Accordingly, in younger individuals the cumulative side effects of smoking usually do not appear. When evaluating the current effects of smoking within that age group, quality of life is an important determinant. Therefore, in recent years, quality of life has become a fundamental criterion for evaluating the contemporary effects of smoking. The World Health Organisation Quality of Life-bref (WHOQL-bref) questionnaire is an appropriate meter to evaluate life quality among a healthy population; it is better suited to show overall quality of life than others, like the 36-Item Short Form Health Survey (SF-36), that prioritize health-related quality of life (3) .
There is a basis in the literature for evaluating quality of life (QL) through the lens of smoking habits. In an international study Funahashi et al. have found no statistically significant difference between QL of smokers and non-smokers (4) . In another study Heikkinen et al. have found HRQL and overall quality of life of daily smokers to be lower compared to individuals who had never smoked (2) .
There are a few studies from Turkey that evaluate the relationship between smoking status and quality of life in healthy individuals, but the data is limited (5-7). Unsal et al. evaluated the health-related quality of life of 586 men according to smoking status and found lower scores in the smoker population as compared to non-smokers (7). Taspinar et al. evaluated 85 individuals between the ages of 19 and 64. They found a negative correlation between nicotine dependence level and quality of life (8) .
It is well known that quality of life is also affected by gender, socioeconomic status, age, behavioral risk Evaluation of school teachers' sociodemographic characteristics and quality of life according to their cigarette smoking status: a cross-sectional study from the eastern Black Sea region of Turkey 20 factors, environment, and diseases (9) . None of the studies mentioned above used a study population from the same socioeconomic class. In our study we intended to evaluate the link between cigarette smoking and quality of life of in a population of individuals in the same socioeconomic class and geographic area. Therefore our study population consisted of school teachers in the eastern Black Sea region of Turkey. Our findings could be important in characterizing the relationship between quality of life and smoking, which may facilitate the development of patient-centered interventions.
MATERIALS and METHODS

Settings and Sample
This cross-sectional study, conducted between March 1 and June 30, 2015, used as its population government school teachers in Hopa, a seaside town in the eastern Black Sea region of Turkey with a population of approximately 20.000. There are 37 schools in Hopa, falling under the categories of primary, secondary, and high schools. There are 463 teachers in total working in government schools in Hopa. We aimed for full participation in the study but ultimately used data from 327 participants. The study was approved by Artvin Çoruh University's Ethics Committee and permission for study was given from the Artvin director of education and Artvin Government Hospital's general secretary. The researchers were granted permission from the WHO for the use of the WHOQL-bref.
Data Collection
Self-administered questionnaires following written informed consent were given to the teachers who agreed to join the study. The questions in the first part of the questionnaire covered the sociodemographic characteristics of the participants: age (in years), gender (male, female), marital status (single, married, divorced), spouse's job when applicable, and number of persons living within their house. There were then questions about comorbidities, weight, height, and smoking status. Smoking status was classified as never smoker, former smoker, or current smoker. Someone who has smoked greater than 100 cigarettes in their lifetime and has smoked in the last 28 days were classified as current smoker, someone who has smoked greater than 100 cigarettes in their lifetime but has not smoked in the last 28 days were classified as former smoker and someone who has not smoked greater than 100 cigarettes in their lifetime and do not currently smoke were classified as never smoker. Current and former smokers were also asked about the age at which they smoked their first cigarette. The Fagerström Tolerance of Nicotine Dependence (FTND) test was performed on current smokers (10) . Current smokers were also asked about their smoking cessation ideation ("Do you want to quit smoking?"), beliefs about quitting ("Do you think you can quit?"), and attempts at cessation ("Did you ever try to quit?").
The other part of the questionnaire was composed of the WHOQL-bref questionnaire (11) . The reliability and validity of the Turkish version of the questionnaire have previously been established (12) . WHOQL-Bref questionnaire begins with 2 questions about perception of quality of life and perception of health status of the participant and the rest of the questionnaire consists of 26 total questions and evaluates 4 domains. Physical domain evaluates 7 areas: managing daily tasks, drug/medicine requirements, livelines, movement, pain/disabilities, sleep/rest status, and work ability. Each is scored out of 5, with 35 points as the maximum score. Psychological domain includes topics: body image/ appearance, negative feelings, self-esteem, positive feelings, religious/personal beliefs, and thinking/ learning/concentration. Maximum score is 30 in that domain. Social relations domain has three questions, which cover relationships with others, social support, and sexual life. Maximum score is 15 in that domain. Environment domain consists of 8 areas of focus: economic resources, physical security, healthcare facilities, availability/quality of social support, home conditions, new knowledge learning availability, rest/ free time activities, and physical environment, which includes pollution, traffic, noise pollution, climate, and transportation. Maximum score is 40 in that domain. After calculating the raw scores for each domain we transferred it to out of 100 points.
Statistical Analysis
Statistical analysis was performed via SPSS 20. To evaluate the reliability of the WHOQOL-bref questionnaire, Cronbach's alpha co-efficiency was calculated for each domain separately. Categorical variables were described using their absolute and relative frequencies, while quantitative variables were described by the mean and standard deviation. To evaluate the relationship between independent variables (demographic variables, quality of life domains) and dependent variables (smoking status, Fagerström score), Pearson's chi-square test was used for categorical variables. One-way anova with Tukey tests or independent sample t tests were used where applicable for numerical variables. The associations were considered significant at a p< 0.05. A multinominal logistic regression analysis was done to investigate the factors associated with former smokers and current smokers, while never smokers were considered as a reference group. Results were expressed using beta and odds ratio with a 95% confidence interval (CI).
RESULTS
In total 400 teachers agreed to fill out the questionnaire. At the time of data evaluation 73 of them were excluded because of incomplete or contradictory statements. Statistical analysis was performed on 327 participants' data. Cronbach's alpha values in the physical, psychological, social relations, and environmental domains of the WHOQL-bref questionnaire were 0.757, 0.713, 0.705, and 0.825, respectively.
Mean age of the teachers was 34.2 ± 8.73 (min 21, max 63); 78.8% of them were younger than 41 years old. Male-female ratio was nearly equal (49.8% versus 50.2%). Mean age of female teachers was 31.9 ± 7.78, while that of males was 36.6 ± 9.65. Detailed sociodemographic characteristics of the participants are seen in Table 1 .
Most of the teachers were never smokers (67.8%); former smokers made up 11.9% of the population, current smokers made up 20.1%. Mean age of initiation to smoking was 21.07 ± 2.19.
When never smokers were used as the reference group in multinominal logistic regression analysis, the majority of current smokers were male (OR= 2.25; 95% CI: 1.17-4.32; p< 0.05). Among former smokers, there were more married teachers than unmarried teachers (OR= 4.14; 95% CI: 1.17-14.5; p< 0.05). Among former smokers more had a BMI greater than or equal to 25 kg/m 2 (OR= 2.54; 95% CI: 1.16-5.5; p< 0.05) ( Table 1) . Evaluation of school teachers' sociodemographic characteristics and quality of life according to their cigarette smoking status: a cross-sectional study from the eastern Black Sea region of Turkey Table 2 shows the comparison of quality of life according to smoking status and nicotine dependence levels of current smokers. Perception of quality of life and perception of health status scores were lower in the current smoker group as compared to never smokers (p values were 0.006 and 0.015, respectively). The other quality of life domains were not significantly different among smoking groups. The mean Fagerström score of current smokers was 4.1 ± 1.96 (min 1, max 10). None of the quality of life domains differed significantly according to current smokers' nicotine dependence level.
Among current smokers 77.2% (51 teachers) want to quit smoking, 63.6% (42 teachers) think that they can quit, and 65.1% (43 teachers) have tried to quit at least once ( Figure 1 ).
DISCUSSION
In this cross-sectional study we evaluated the sociodemographic characteristics and quality of life of teachers according to their cigarette smoking status. We found the overall prevalence of current smoking among teachers to be 20.1%; a lower rate than previous Turkish studies evaluating teachers' smoking status. A study from Turkey conducted in 2002 found the percentage of current smokers among school teachers to be 52.4; in another study in 2005 the prevalence of current smokers was 32.5% (13, 14) . A 2006 study found 42.7% of teachers in Turkey were current smokers-an increase from the previous year but still lower than the amount of smoking school teachers in 2002, which was over half of the population (15) . The decreasing smoking ratio has been recorded not only in teachers but also in the whole population of the country (16) . This decrease is likely related to Turkey's signature on the Framework Convention on Tobacco Control with the World Health Organization (WHO FCTC) in 2004, which initialized effective tobacco control programs nationwide. Due to the tobacco control programs, smoking has newly been forbidden in closed areas, schools, or school gardens. In our study, among current smokers, most wanted to quit or have attempted to quit at least once. To further lower smoking rates teachers should be informed not only about the harmful effects of smoking but also about the available smoking cessation interventions. They should also be encouraged to apply for smoking cessation programs or outpatient clinics, which are currently free of charge and provided by the government.
Of the demographic characteristics, only the male gender was associated with current smoking, as found in previous studies (17, 18) . Because smoking is a behavior associated with the male gender, gender roles plays a key role on this effect.
Quality of life (QL) is a common metric to assess the clinical status of smokers. It has been pointed out that these self-rated measures of QL may be a marker of poor health (9) . It has also been shown that selfperception of "poor" health status has been associated with two-fold higher mortality risk, compared to those who perceive they are in "excellent" health (19) . In previous studies, QL of smokers has been measured by both generic instruments and smokingspecific scales (9) . In our study, we preferred the WHOQL-bref questionnaire, because our study group consisted of healthy individuals. Furthermore, that questionnaire has been adapted and validated for use in Turkey (12) . From our results we found that the perception of quality of life and perception of health status scores were lower in the current smoker group compared to never smokers (p values were 0.006 and 0.015, respectively). None of the other quality of life domains were significantly different between smoking groups.
Previous studies have shown similar results, for the most part. In the Finish adult population, daily smokers had both lower HRQL and overall QL than never smokers (2) . But in a Japanese population, the SF-36 scores of non-smokers and smokers showed no significant differences (4). An Iranian study using the WHOQL-bref found lower QL scores among current smokers compared to non-smokers (20) .
It is difficult to compare our results with these studies; one reason is that many of the previous studies used different QL questionnaires than we used in our study. Another reason is that our study population's mean age was younger than that of previous studies. The Japanese study's population mean age was 52.2 among males, 55.9 among females. In the Finish study the mean age was 51.3 among men, and 54.4 among women. Our study population's mean age was 36.6 ± 9.65 among males, 31.9 ± 7.78 among females. This could be the reason for the low perception scores of questionnaire, which has not affected the individual clinically, accordingly no difference measured in the other domains. Because it is known that smokingrelated diseases and discomforts start after long-term use, at this younger age the individuals may not feel the adverse effects of smoking. Another factor may be the low nicotine dependence level of our study population. The mean Fagerström score of current smokers was 4.1 ± 1.96 in our study. Previous studies have shown a link between smoking dependence level and QL. Higher Fagerström scores have been associated with worse QL (21, 22) . A final reason that this study differs from others may be the cultural differences; for example, in the Japanese study the absence of difference in QL between smoking groups has been explained by the possibility of the Japanese population's lower sensitivity to and disclosure of the minor subclinical adverse health effects from smoking (4). Our study participants may be less aware of the minor subclinical adverse effects of smoking in their lives, however, low scores of perception of quality of life and perception of health status can indicate upcoming adverse subclinical effects, which is why we chose to evaluate perceptions in a population of this age.
Strengths and Limitations
This study had several criteria that both validate its results and distinguish it from similar studies in the literature. The study population was in the same sociodemographic class; all of them were school teachers. Therefore this eliminates the possibility of selection bias. The data form and questionnaire were self-administrative, eliminating potential pressure to give a "right" answer to a researcher. We ensure that our study population's education level was high enough to correctly understand and complete the forms.
The study's limitations stem from its design. The study design is cross-sectional; this limits our ability to detect the exact effect of smoking on health quality.
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CONCLUSION
This study reflected a decrease in current smoking prevalence among school teachers, and a common desire to quit. For a more decreased rate, they should be incentivized to quit smoking and informed about smoking cessation interventions. We also found that current smokers have a lower overall perception of quality of life and health status compared to never smokers. Perception is referred to as the beginning of knowledge in philosophy. In our point of view, this study demonstrates that before directly encountering subclinical smoking-related adverse effects, individuals are realizing their ongoing worse health status and health quality. At younger ages-before subclinical or clinical health worsening due to smoking-perception scores could be a good determinant to show the current effects of smoking. Ideally, these results can be used to motivate smokers in their attempts at cessation.
